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Abstract 
In April 2013 the local public health function in England was returned from the National Health 
Service (NHS) to local government, reversing the transfer to the NHS made in 1974 with the abolition 
of the medical officer of health. Although many in the field had long felt that local government was 
the appropriate home for public health given its wide-ranging responsibilities for the social 
determinants of health, the timing was poor. Local government was in the third year of what 
continued to be an unprecedented ten-year period of austerity imposed by central government with 
cumulative cuts of the order of 40% for many local authorities. And despite an initial commitment to 
a ring-fenced public health grant, this grant has been cut each year since 2015-2016 in addition to 
the wider local authority funding cuts which have had inevitable knock-on effects on the public 
health function. Crucial public health services such as early years, smoking cessation and sexual 
health services have all been cut. Despite these cuts the UK government continues to claim a 
commitment to improving public health and tackling inequalities in health. This study examines the 
government’s discourse on funding local public health services, and the ways in which it has 
responded to critics through a detailed documentary analysis of key government white papers, 
ministerial statements and its responses to criticisms, particularly from parliamentary select 
committees and professional bodies. The paper concludes by considering the implications for 
effective local public health action in a national regime of austerity.  
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It has long been recognised internationally that in most countries public health funding is never 
more than a fraction of the resources devoted to health care, despite the much greater long-term 
benefits of upstream public health action (Beaglehole & Bonita, 2004). Politicians routinely proclaim 
their commitment to public health and their intention to shift resources from treatment and care to 
prevention, but this is rarely carried through into changes in the balance of funding (Himmelstein & 
Woolhandler, 2016). Since the advent of the National Health Service (NHS) in 1948, England has 
been no exception to this general rule (Hunter, Marks & Smith, 2010). Public health in England has 
experienced periods of neglect and renewal, most notably losing its ways significantly with the 
abolition of the medical officer of health and the transfer of the local public health function from 
local authorities to the NHS in 1974 (Lewis, 1986) and then experiencing a renaissance from the mid-
1990s, and particularly from the increased funding it received from the Labour government in the 
early 2000s (Berridge, Christie & Tansey, 2006).  
In April 2013 the local public health function in England returned from the NHS to local government, 
reversing the transfer to the NHS made in 1974. Although many in the field long felt that local 
government was the appropriate home for public health given its wide-ranging responsibilities for 
the social determinants of health, the timing was poor. Local government was in the third year of 
what has continued to be an unprecedented ten-year period of austerity imposed by central 
government with cumulative cuts of the order of 40% for many local authorities. And despite an 
initial commitment to a ring-fenced public health grant, this grant has been cut year on year since 
2015-2016 in addition to the wider local authority funding cuts which have had inevitable knock-on 
effects on the public health function. Crucial public health services such as early years, smoking 
cessation and sexual health services have all been cut. Despite these cuts the government continues 
to claim a commitment to improving public health and tackling inequalities in health. 
This paper is titled ‘what price public health?’ echoing Lewis’ (1986) classic text What Price 
Community Medicine? specifically to suggest that the English public health field faces a challenge if 
not on quite the same scale as 1974, then certainly not far from it. The contexts are different, but in 
each of these years, the public health field faced a fundamental challenge to its future. In 1974 the 
challenges concerned shifts in government policy wider than just the location of the public health 
function – the rise of social services departments, the reorganisation of the NHS and the perceived 
declining importance of the communicable diseases which had been seen as the raison d'être of 
public health. In 2013 the challenges to public health also related to wider government policy – the 
transfer of public health into local authorities at a time of unparalleled austerity, radical slimming 
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down of the Welfare State, removal of local authority control over key public services like education 
– and a more general tension between central policy and local implementation (Middleton 2017). 
Lewis was pointing to the (non-monetary) costs of the erosion of community medicine – or in 
current terms – public health, both as a discipline and as a field of endeavour. By contrast, the focus 
here is on the monetary costs of providing an effective local public health function. Although specific 
to the English context, this study does also raise questions of wider international significance. How 
do you provide an effective public health system at a local level in a national regime of austerity? 
Indeed, what is the relative value of local public health services compared to national policy action in 
areas such as tobacco control and the regulation of unhealthy foods like excess salt or sugar? How 
should scarce public health resources best be spent? 
This study can, however, only provide data and analysis from one national case study towards such 
broader questions.  The overarching aim here is to explore and make sense of the discourses of local 
public health funding as played out in an ongoing debate between the central British government 
(responsible for health spending in England) and its parliamentary and professional critics. The 
specific objective is to test and develop a ‘middle-range’ theory (Greer et al., 2018) to explain the 
mismatch between policy rhetoric and funding decisions. In particular, a key question is why the 
government increased funding for local authority public health in 2013/14 (the year it was 
transferred from the NHS) and again in 2014/15, but then cut it significantly from 2015/16 year by 
year on to the end of the spending review period in 2020/21? 
Materials and methods 
The theoretical basis of this paper rests on the application of Chapman’s (2004) approach to systems 
thinking. Following the work of Checkland (1999), Chapman (2004, p. 61) advocates “soft systems 
methodology … a structured way to establish a learning system for investigating messy problems.”  
Its main strength is “its ability to bring to the surface different perceptions of the problem and 
structure these in a way that all involved find fruitful” (Chapman, 2004, p. 75). Chapman (2004, p. 
76) describes a seven-step process: (1) problem situation; (2) representing problem situation using 
rich picture; (3) identify relevant systems, develop root definitions; (4) construct conceptual models 
of each root definition; (5) compare model with real world situation; (6) identify practical and 
desirable changes; and (7) make improvements. 
Chapman is concerned with how to respond effectively to complex policy challenges and in 
particular to avoid system failure; the challenge of the transfer of the public health function to local 
authorities during an age of austerity certainly fits this scenario. The multiple organisations and 
actors in national and local public health are often collectively defined as a complex system (Hunter 
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et al., 2010). To understand how funding decisions are made in this system it is useful to adopt the 
iterative thinking that underlines soft system methodology. From previous work on public health 
systems certain mid-range theories can be generated. In particular there is consistent evidence that 
politicians regularly proclaim public health as a policy priority, but when difficult resource allocations 
decisions need to be made, health care almost always trumps public health in the distribution of 
funding. Moreover, the Labour government from 1997 – 2010 significantly increased public health 
funding (as part of an overall substantial increase in NHS funding) and had taken specific and 
concrete action to seek to reduce inequalities in health (Barr, Higgerson & Whitehead, 2017). By 
contrast the previous Conservative governments from 1979 – 1997 denied and ignored the existence 
of inequalities in health and had not significantly increased public health funding, except in the 
distinct and unique area of HIV/AIDS which emerged as a potential national crisis in the 1980s 
(Berridge, 1996).  
Thus the initial theory for this study was that the Conservative Party in power in coalition or singly in 
the UK since 2010 felt the need to claim to be taking action to address public health and tackling 
health inequalities, but did not in practice prioritise them, hence the government’s start-stop 
approach to local public health funding. This was the starting point, and the purpose of adopting soft 
system methodology was to build a more nuanced systems model of the complexity underlying 
funding decisions. 
The data used to test and refine this theory were government white papers (policy documents 
setting out proposals for future legislation), ministerial statements and its responses to criticisms, 
particularly from parliamentary select committees and professional bodies. Documents pertaining to 
the funding of local authority public health were identified through the UK government and 
parliamentary websites (www.gov.uk and www.parliament.uk) using the search terms ‘public health’ 
AND ‘budget’ OR ‘finance’ OR ‘funding’ OR ‘grant’. In addition the websites of the main independent 
UK health policy institutions, the Kings Fund and the Health Foundation were searched, along with 
the main UK public health professional bodies, the Faculty of Public Health (FPH), British Medical 
Association (BMA) and the Royal Society for Public Health (RSPH). Further relevant documents were 
found from references in other documents and in academic papers commenting on public health 
policy and funding post-2013 (Hunter 2016a; Hunter 2016b; Middleton 2017; Iacobucci 2016; 2018).  
Following Prior (2003), the focus here is on understanding these documents in terms of three 
dimensions: their production, their consumption (how they function) and their contents (what they 
contain). Further, in terms of the British government’s production of their documents, the concern is 
to understand and unpick the discourse they seek to establish through the documents, that is, the 
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way in which they try to construct a specific ‘reality’ regarding local public health funding through 
their discourse. Short documents were read in their entirety; longer documents were searched using 
their contents and/or index lists and/or electronically searched for the search terms ‘budget’ OR 
‘finance’ OR ‘funding’ OR ‘grant’ AND ‘public health,’ if they were not already public health specific 
documents. Sections dealing with local public health funding were extracted and compiled into a 
chronological table in Word to capture how the government narrative and its dialogue with other 
stakeholders developed. Where available, news reports on the documents were examined in the 
BBC, British Medical Journal (BMJ) and King’s Fund websites to identify additional contextual 
information on their production and consumption. Following Chapman, data were then used to build 
several iterations of a ‘rich picture’ of the ‘problem situation;’ this was then compared with the 
initial theory to assess whether the data were consistent with the theory, or required some revision 
in the theory, in particular to assess the degree to which the government’s continued rhetoric about 
the priority of local public health action was matched by the reality of funding decisions over the 
time period studied.  
 
Results 
Thirteen relevant government policy documents or ministerial statements and three parliamentary 
select committee reports for the period 2010-2019 were identified. These have been organised into 
three broadly chronological sections: ‘government’s rhetorical commitment to public health and 
health inequalities’; ‘funding decisions on local public health’’ and ‘reactions to the decision to cut 
local public health funding.’ 
Government’s rhetorical commitment to public health and health inequalities 
From the time he became Conservative Party leader David Cameron had a central objective to 
‘detoxify’ what the leading party moderniser (and later Cameron’s successor) Theresa May referred 
to as ‘the nasty party’. As part of this effort Cameron expressed a concern for public health and 
tackling health inequalities very different from the denial of the existence of health inequalities that 
characterised the previous Conservative government in the 1980s (Berridge & Blume, 2013). In 
introducing the Conservative’s 2010 election manifesto Cameron declared ‘health inequalities in 
21st century Britain are as wide as they were in Victorian times... We must target resources at the 
worst-off areas’ (BBC, 2010). The Manifesto itself contained the commitment:  
We will turn the Department of Health into a Department for Public Health so that the 
promotion of good health and prevention of illness get the attention they need. We will 
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provide separate public health funding to local communities, which will be accountable for – 
and paid according to – how successful they are in improving their residents’ health. In 
addition, we will: introduce a health premium – weighting public health funding towards the 
poorest areas with the worst health outcomes. (Conservative Party, 2010) 
 
The Conservatives did not win the 2010 election outright, but as the largest party went into coalition 
with the smaller centrist Liberal Democrat party. The Coalition agreement again expressed the 
commitment to public health: 
 
We will give local communities greater control over public health budgets with payment by 
the outcomes they achieve in improving the health of local residents.  
We will investigate ways of improving access to preventative healthcare for those in 
disadvantaged areas to help tackle health inequalities. (HM Government, 2010) 
 
This was quickly followed by a White Paper on the NHS which promised more specific policy steps 
towards these commitments: 
 
We will ring-fence the public health budget, allocated to reflect relative population health 
outcomes, with a new health premium to promote action to reduce health inequalities. 
(Secretary of State for Health, 2010a)  
A second White Paper Healthy Lives, Healthy People specifically on public health followed with 
greater details on the radical changes purposed for local public health including its transfer from the 
NHS to local authorities. But the second White Paper was also notable for its response to the major 
report on inequalities in health which had been commissioned by the outgoing Labour 
administration:  
 
[This White Paper] responds to Professor Sir Michael Marmot’s Fair Society, Healthy Lives 
report and adopts its life course framework for tackling the wider social determinants of 
health. (Secretary of State for Health, 2010b) 
This response was wholly different from that of the previous incoming Conservative government in 
1979 which had sought to bury the Black Report on inequalities in health (Department of Health and 
Social Security, 1980) commissioned by the outgoing Labour government by only publishing a limited 
number in mimeographed form on the Friday before a bank holiday (Berridge & Blume, 2013). The 
Marmot report (2010) called for wide ranging action to tackle the wider determinants of health 
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inequalities. Healthy Lives, Healthy People echoed the Marmot Report in some of its objectives but 
with subtle differences. While some of the language was virtually identical with Marmot (e.g. giving 
every child the best start in life), some represented a very different ideological position; ‘creating fair 
employment for all’ became ‘making it pay to work through welfare reform.’ Some elements of the 
white paper had no basis in Marmot at all, in particular the ‘Public Health Responsibility Deal’ which 
reflected Conservative ideology in promoting voluntary agreements with health damaging industries 
rather than the tougher regulation favoured by most in public health (Gornall, 2015). 
The two white papers were then enacted into law in the Health and Social Care Act 2012, one of the 
most controversial pieces of Coalition legislation due to the major reorganisation and radically 
increased marketisation of the NHS (Krachler & Greer, 2015). But its transfer of the local public 
health function from the NHS to local government was one of its less controversial elements, as 
many in public health had long seen local government as a more natural home given its role in areas 
like education, housing, planning and transport which directly related to the wider determinants of 
health (Gorsky, Lock & Hogarth, 2014). The Act also reassured doubters that the key role of the 
director of public health would be protected and the budget ring-fenced: 
 
At the local level, the Act gives local authorities the responsibility for improving the health of 
their local populations. The Act says that local authorities must employ a director of public 
health, and they will be supported by a new ring-fenced budget. (HM Government, 2012)  
 
The importance of action on public health was emphasised by the new chief executive of NHS 
England in response to the 2014 financial crisis in the NHS. Echoing the recommendations of the 
Wanless (2002; 2004) reports from a decade earlier, Stevens introduced his Five Year Forward View: 
 
The first argument we make in this Forward View is that the future health of millions of 
children, the sustainability of the NHS, and the economic prosperity of Britain all now 
depend on a radical upgrade in prevention and public health. (NHS England, 2014)  
Similar to Wanless, Stevens identified a likely £30 billion funding gap for the NHS by 2020 unless 
urgent action was taken, in particular on rebalancing resources towards prevention and public 
health. 
 
Finally it should be noted that the change of prime minister from David Cameron to fellow 
Conservative Theresa May following the UK Brexit referendum did not alter the government’s 
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rhetorical commitment to public health. In her first speech as prime minister, May spoke of a range 
of injustices she was determined to address, including: 
 
That means fighting against the burning injustice that if you’re born poor you will die, on 
average, nine years earlier than others. (May, 2016) 
 
Other similar statements of intent could easily be reproduced. From the time they took office in 
2010 until the time of writing, the Conservative Party has been consistent in articulating its intent to 
improve public health and tackle inequalities in health. The question is the extent to which this 
rhetorical commitment has been matched with action, in particular funding the public health activity 
necessary to make these commitments a reality.  
Funding decisions on local public health 
The transfer of NHS primary care trust (PCT) budgets to local authorities in 2013 was not a straight-
forward task as previously the public health element of PCT funding had not been separately 
specified. In 2012 each PCT was required to identify their public health spend and this inevitably led 
to wide variations in the baseline transfer of funds to local authorities. The Department of Health 
(DH) responded by giving local authorities a generous public health grant settlement (in the context 
of otherwise severe cuts to local authority funding) with an average 5.5% increase in 2013/14 and 
with substantially more for those local authorities 20% or more below a target spend per head of 
population set by the DH; a further 5% overall increase in funding was again made in 2014/15 (DH, 
2013). Unsurprisingly directors of public health were generally content with this funding settlement, 
even if there was some degree of ‘substitution,’ that is local authorities using the supposed ring-
fenced funding to support existing local authority activity that could broadly be identified as public 
health, thus partly offsetting wider national cuts to local authority budgets (Iacobucci, 2014). 
 
Reactions to the decision to cut local public health funding 
The decision by the Chancellor of the Exchequer George Osborne to announce a £200 million (6.2%) 
in-year cut to local public health budgets for 2015/16 just weeks after the Conservative Party 
unexpectedly won the 2015 British general election took observers by surprise. The public health 
cuts were part of £4.5 billion of measures to “bring down debt” through “underspends and 
efficiencies” and the Chancellor claimed the cuts were to the “non-NHS health budget” by which he 
meant local authority budgets, ignoring the fact that 50% of local authority public health spend went 
to NHS services such as sexual health. The DH subsequently argued that the cut would not hit 
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‘frontline services’ but the response from the public health field demonstrated that this was palpably 
untrue. The BMJ used freedom of information requests to local authorities to identify the range of 
service cuts being made (Iacobucci, 2016). Their findings included a £1 million cut to weight 
management services in Camden, £300,000 to mental health services in Essex and £50,000 to falls 
prevention in Cambridge. The most authoritative response came in a letter from the Academy of 
Medical Royal Colleges to the Chancellor on behalf of eleven major public health, medical and local 
government organisations criticising the cuts and outlining the damage to public health and the NHS 
(Bailey et al., 2015). Many public health organisations, professional bodies, researchers and other 
professionals also criticised the cuts independently.  
Later in 2015 as part of the Spending Review the Chancellor announced further year-on-year cuts to 
the local authority public health grant averaging 3.9% per annum running up the end of the review 
period in 2020/21. Reactions from the public health field including professional organisations, think 
tanks and academic researchers was uniform and scathing. The Association of Directors of Public 
Health, BMA, FPH, King’s Fund and the Health Foundation all carried out surveys or other research 
detailing the cuts to public health services and the likely long-term counter-productive impact on the 
nation’s health. Numerous individual critical reports have been produced by these bodies as well as 
academic researchers (ADPH, 2016; Iacobucci, 2016; BMA, 2017; Finch et al., 2018).  
The most authoritative and comprehensive account of the damages and risks of the public health 
cuts came from the UK Parliament’s key health scrutiny committee, the House of Commons Health 
Committee, in their two 2016 reports Impact of the Spending Review on Health and Social Care and 
Public Health Post-2013. The two reports separately emphasised a key critique of many of the 
responses to the public health cuts: that they undermined the radical shift towards public health 
that NHS England (2014) had seen as vital to deliver the Five Year Forward View for the NHS. 
The cuts to public health budgets set out in the Spending Review threaten to undermine the 
necessary upgrade to prevention and public health set out in the Five Year Forward View. 
We believe that cutting public health is a false economy, creating avoidable additional costs 
in the future. (House of Commons Health Committee, 2016a) 
Cuts to public health are a false economy. The Government must commit to protecting 
funding for public health. Not to do so will have negative consequences for current and 
future generations and risks widening health inequalities. Further cuts to public health will 
also threaten the future sustainability of NHS services if we fail to manage demand from 
preventable ill health. (House of Commons Health Committee, 2016b) 
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Government responses to criticisms of the funding cuts to local public health 
Initially neither the Chancellor nor the Secretary of State for Health responded publicly to the 
barrage of criticism the government received to its public health cuts. The DH did respond, though 
not in detail, nor did it respond to the specific criticisms that the cuts contradicted the principles of 
the Five Year Forward View. The gist of the DH response was expressed in its formal response to the 
Health Committee’s second report: 
The Government fully appreciates the importance of protecting and improving public health. 
It also believes that taking action to reduce the deficit and promote economic growth is vital 
to the long-term health of our economy and to all of the public services that it supports. 
The duty on local authorities (LAs) to improve the public’s health involves more than 
delivering a set of narrowly-defined services from a ring-fenced grant. Instead LAs need to 
address all the determinants of public health – a ‘place-based’ approach, that can bring 
together funding streams from local government, central government and the NHS. 
         (DH, 2016) 
This approach was further articulated by the Health Secretary when he finally broke his silence in 
evidence to a committee of the UK Parliament’s upper chamber, the House of Lords Select 
Committee on the Long-term Sustainability of the NHS: 
I’m afraid I don’t accept that a public health budget being cut automatically means that we 
are unable to make progress on the big public health issues of the day.     
                                                                           (House of Lords Select Committee, p 81) 
 
Hunt’s evidence was considered alongside that of many other NHS and public health stakeholders 
and the Committee’s conclusions were unequivocal. Referring specifically to Hunt’s evidence the 
Committee commented: 
We were totally unconvinced by this assertion, given the weight of evidence to the contrary. 
Significant cuts to public health budgets struck us as a false economy and clearly at odds 
with the core aims on prevention contained in the Five Year Forward View.                                 
                             (House of Lords Select Committee, 2016, p 81) 
More generally the Committee concluded: 
We are of the opinion that a continued failure to both protect and enhance the public health 
budget is not only short-sighted but counter-productive. Cuts already made could lead to a 
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greater burden of disease and are bound to result in a greater strain on all services. The 
Government should restore the funds which have been cut in recent years and maintain 
ring-fenced national and local public health budgets, for at least the next ten years, to allow 
local authorities to implement sustainable and effective public health measures.  
                             (House of Lords Select Committee, 2016 p 82) 
Unsurprisingly, the government again rejected the Lords Committee conclusions and 
recommendations in the same way it had earlier rejected the House of Commons Health Committee 
report: 
Public health is about far more than the services funded through the grant. The transfer to 
local government provided the opportunity to join up public health with decisions on other 
local services such as housing and economic regeneration in the interests of improving the 
health of the local population. 
We have to take tough decisions to ensure that public finances are sustainable, and that our 
economy can support the essential public services on which we all rely. 
We are aware that many councils have redesigned services, taking a holistic place-based 
approach and are demonstrating real innovation, which we welcome. Local authorities 
themselves are best placed to decide their spending based on assessment of local need, and 
many councils are re-tendering contracts and achieving better value for money than in the 
past.  (HM Government, 2018) 
One key point the government never addressed in its responses was why it increased the ring-
fenced public health grant in 2013/14 and 2014/15 only to cut it in-year in 2015 and then continue 
to cut it year by year up to 2020/21. Given that local authorities were in their third year of austerity 
in 2013, the logic of first increasing then cutting the public health grant was unexplained.  
Discussion  
When local authority public health budgets are cut, the ‘problem situation’ can be described in 
terms of three possibilities. Either it stimulates local commissioners and service providers to 
innovate as the government claims, or it leads to cuts in services which negatively impact 
communities as critics claim, or some combination of the two. In response to critics the government 
continually spoke about innovation at the local level but did not quote any evidence, whereas critics 
regularly pointed to specific cuts leading to withdrawal or reductions in public health services. It is 
likely that across such a large number of local authorities there will be some combination of both 
innovation and service reduction; the question is, what is the balance between the two, and what 
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are the respective impacts on population health and well-being? The government in its various 
responses, however, did not appear willing to recognise that any cuts lead to reductions or 
withdrawals of effective services or impacts on population health.  
By contrast, critics of government policy have sought to provide evidence for the impact of austerity 
and public health cuts on population health. Various methods and types of evidence have been put 
forward but it is far easier to demonstrate the extent of cuts than it is to definitively prove their 
impact, particularly in the short-term. Barr et al. (2017) have used time trend analysis to 
demonstrate that inequalities in health in England were reducing to 2010 but have since been 
increasing. Hiam et al. (2018) have reported that previous improvements in life expectancy are now 
stalling. Wise (2018) reports on a major Nuffield Trust and Royal College of Paediatricians and Child 
Health study on worsening child health outcomes which the authors blame on public health cuts.  A 
problem for government critics is that the determinants of health outcomes are long-term, in 
particular with childhood experiences impacting into later life, so current service cuts may not 
manifest themselves in public health outcomes for some years.  
Underlying the government’s decisions on local public health funding are its wider policy goals. Since 
the Coalition government came into power in 2010, its ideologically-driven goals have included 
shrinking the size of the state, austerity, deficit reduction and the restructuring of public services 
(Taylor-Gooby and Stoker, 2011). In terms of public services, they have sought to shift emphasis to 
local decision-making and budgeting, promote the expansion of the private sector and shift 
responsibility for outcomes from the state to citizens.  
Local public health has been seriously affected by four inter-connected policy developments. First 
the move to local authorities took place at the same time local authorities were spending much less 
on activities related to the wider determinants of health due to government cuts. Second, wider 
national welfare cuts have increased income inequality and thus health inequalities. Third are the 
specific cuts to the ring-fenced public health grant. Fourth, the government has sought to shift 
responsibility for public health from central to local government. Finally, there is a future potential 
challenge for local authorities with the government’s plan for future local public health funding to 
come from ‘retained business rates’ (local business taxes) with the risk of this exacerbating 
inequalities between more and less prosperous local authority areas. The various strands of the 
problem situation described above can be represented by the ‘rich picture’ in Figure 1. 
[Figure 1 here] 
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From the figure, various ‘root definitions’ or themes of the problem situation can be identified. A 
first theme is the disconnect between the government, and particularly the powerful financial 
department of the Treasury, and the public health field. The government is ideologically committed 
to austerity and is unconvinced or unconcerned with the public health field’s arguments that such 
austerity is incompatible with achieving the government’s own public health and health inequalities 
goals. A second related theme is the relative high priority the public and therefore all governments 
give to the NHS compared to public health. Financial crises in NHS organisations make headline news 
while the slow squeezing of public health budgets is largely hidden from public view. A rare 
exception to this theme is the profile given to Health Select Committee reports which usually do 
make the news headlines, as did the Committee’s report on public health post-2013 and its 
criticisms of the government funding cuts. Underpinning the specific public health issues is a wider 
and more fundamental problem with the nature of government, its tendency to think and act short 
term (due partly to the electoral cycle) whilst public health problems are for the most part long-
term. Ministers are continually juggling a range of policy drivers, special interests, financial 
constraints, electoral considerations, media campaigns, personal ambitions and other factors, 
amongst which the evidence base of what works (in public health or elsewhere) is a relatively minor 
aspect.  
From these themes a conceptual model of the public health funding process can be constructed 
which is both analytical of the past and predictive of the future. The model suggested by this analysis 
incorporates the three key elements outlined in Figure 2.  
[Figure 2 here]  
Where they conflict, the ideology of policy makers will usually trump the evidence of public health 
professionals. A strong consensus in the public health field is not enough to overcome the weakness 
of its political voice. Thus while a conservative neoliberal party remains in power as in the UK, local 
authority public health funding is likely to continue to be squeezed. Similarly, where resources are 
scarce, as they will be with a government committed to low tax and austerity, the demands of health 
care will always trump the demands of public health. Thus despite the continued rhetoric of 
governments’ stated commitments to prevention, the continued financial crises in acute health care 
will further contribute to squeezing funding for public health. Historically politicians and policy 
makers have neglected public health unless and until it rears its head as a crisis as politically 
sensitive as crises in the acute hospital sector. This has happened several times in history, for 
example the cholera outbreaks stimulating public health action in the mid nineteenth century, or the 
revitalisation of public health in the late 1980s following various infectious disease outbreaks and 
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the advent of HIV/AIDS (Berridge et al., 2006). The short-termism of politicians means that it is likely 
to take a similarly unanticipated public health crisis for a neoliberal government to seriously address 
the underfunding of local public health services.  
The logical conclusion is thus rather pessimistic that nothing significant is likely to change any time 
soon in the ‘real world situation’, (unless there is an unexpected public health crisis), as the 
Conservative Party was re-elected for another five years in the December 2019 UK general election. 
Further support for this analysis comes in the form of four important recent documents. First the 
government’s Prevention is better than cure (Department of Health and Social Care (DHSC), 2018) 
strategy is long on public health aspiration but short on any specifics around local authority funding. 
Second, the King’s Fund report A vision for population health (Buck et al., 2018) echoes several 
previous independent reports emphasising the need for investment in public health if the challenges 
to the NHS (e.g. ageing population, rise in long term conditions) are to be overcome, but its key 
recommendation to restore local authority public health funding to the level before the cuts began 
in 2015 fails to address those key elements of the model above which mean that the government is 
likely to ignore this as it has ignored all the previous professional clamour against the cuts. Third, The 
NHS Long Term Plan (NHS England, 2019) again emphasises the government’s commitment to 
prevention, but the focus is narrowly on prevention within NHS health care rather than on the local 
public health function addressing the social determinants of health which are hardly mentioned in 
the brief appendix on supporting wider social goals. Fourth, The Conservative Party (2019) Manifesto 
for the general election restated the commitment to ‘reducing health inequality’ without making any 
financial commitments whilst on the same page promising 40 new hospitals and 50,000 more 
nurses.  
A final test of the model will be in the upcoming 2020 Spending Review where these predictions can 
be compared with the governments funding decisions for local authority public health over the next 
few years. To paraphrase Virchow (Berridge, 2016), politics is nothing else but public health on a 
large scale, and without political change at the national level there is  unlikely to be a renaissance in 
local authority public health funding in England in the short to medium term.  
This is not, however, to say that public health professionals, researches and other stakeholders 
should not seek to challenge and change government public health funding policies. As Fischer 
(2003: 168-169) has pointed out, “policy controversies often turn on the underlying storyline rather 
than the apparent facts … It is not that the facts do not play a role; rather it is that they are 
embedded – explicitly or implicitly – in narrative accounts.” The Conservative Party has been 
relatively successful in establishing a narrative of the necessity of austerity, and the public health 
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field’s counter-narrative, that cuts to local public health budgets bring greater costs in the future, 
has been less successful. But such evidence-based stories can be effective in the long run, as with 
the two decade struggle to establish the policy narrative that health inequalities are real, important 
and needed to be tackled, a narrative now accepted at least in principle by the Conservative Party. 
There have been some public health successes over this period of Conservative governments, 
notably in national policy in areas like the ‘sugar tax’ (Iacobucci, 2019), plain cigarette packaging (DH, 
2017) and banning smoking in cars with children (Laverty & Millett, 2014). Arguably, such successes 
would not have happened without continued research and evidence-based advocacy from the public 
health field (Cabrera Escobar et al., 2013; Masood et al., 2018). Thus public health professionals and 
researchers need to continue to investigate and document the impact of funding cuts and advocate 
for the cost-benefits of investment in effective local public health services.  
Disclosure statement 
The author declares no conflict of interest. 
Funding 






Association of Directors of Public Health (ADPH). (2016) Impact of funding reductions on public 
health. London: ADPH. 
Bailey, S., Ashton, J., Fuber, A. et al. (2015). Public health funding cuts. [Letter 22 October 2015 from 
the Academy of Medical Royal Colleges to the Chancellor of the Exchequer, George Osborne]. 
Barr, B., Higgerson, J. & Whitelead, M. (2017). Investigating the impact of the English health 
inequalities strategy: time trend analysis. BMJ, 358, j3310. 
Beaglehole R. & Bonita R. (2004). Public health at the crossroads: achievements and prospects. (2nd 
edition) Cambridge: Cambridge University Press.  
Berridge, V. (1996). AIDS in the UK: the making of policy, 1981-1994. Oxford: Oxford University Press.  
Berridge, V. (2016). Public health: a very short introduction. Oxford: Oxford University Press.   
Berridge, V. & Blume, D. (2013). Poor health: social inequality before and after the Black Report. 
London: Frank Cass. 
Berridge, V., Christie, D. & Tansey, E. (2006). Public health in the 1980s and 1990s: decline and rise? 
London: The Wellcome Trust Centre for the History of Medicine. 
BBC. (2010). David Cameron says NHS at the heart of Tory manifesto. 
http://news.bbc.co.uk/1/hi/uk_politics/8438965.stm  
British Medical Association (BMA). (2017). Funding for ill-health prevention and public health in the 
UK. London: BMA. 
Buck, D., Baylis, A., Dougall, D. & Robertson, R. (2018). A vision for population health. London: The 
King’s Fund.  
Cabrera Escobar M., Veerman J., Tollman S., Bertram M., Hofman K. (2013) Evidence that a tax on 
sugar sweetened beverages reduces the obesity rate: a meta-analysis. BMC Public Health, 13, 1072. 
Chapman, S. (2004). System failure: why governments must learn to think differently. (2nd ed) 
London: Demos. 
Checkland, P. (1999). Soft systems methodology: a 30-year retrospective. Chichester: Wiley.  
Conservative Party. (2010). Invitation to join the government of Britain: Conservative Party manifesto 
2010.  London: The Conservative Party. 
18 
 
Conservative Party. (2019). Get Brexit done: Unleash Britain’s potential. The Conservative and 
Unionist Party manifesto 2019. London: The Conservative and Unionist Party.    
DH. (2013) £5.45 Billion Invested in Local Public Health Services [press release] 
 
DH. (2016). Government response to the House of Commons Select Committee report on public 
health post-2013. London: DH. 
 
DH. (2017) Tobacco packaging guidance: Guidance for retailers, manufacturers and distributors of 
tobacco products, enforcement agencies and the public on changes to tobacco packaging from 20 
May 2016. London: DH. 
 
DHSC. (2018). Prevention is better than cure London: DHSC.  
 
Department of Health and Social Security. (1980) Inequalities in health: Report of a research working 
group. London: DHSS. 
 
Finch, D., Bibby, J., Elwell-Sutton, T. (2018) Taking our health for granted: Plugging the public health 
grant funding gap. London: The Health Foundation. 
Fischer, F. (2003). Reframing Public Policy: Discursive Politics and Deliberative Practices. Oxford: 
Oxford University Press.  
Gornal, J. (2015). Sugar’s web of influence 3: Why the responsibility deal is a “dead duck” for sugar 
reduction. BMJ, 350:h219 doi: 10.1136/bmj.h219. 
 
Gorsky, M., Lock, K. & Hogarth, S. (2014). Public health and English local government: historical 
perspectives on the impact of ‘returning home.’ Journal of Public Health, 36, 546-511.  
Greer S, Bekker M, Azzopardi-Muscat N, McKee M. (2018) Political analysis in public health: 
middle-range concepts to make sense of the politics of health. European Journal of Public Health, 
28, supplement 3, 3-6. 
 
Hiam, L., Harrison, D., McKee, M. & Dorling, D. (2018). Why is life expectancy in England and 
Wales ‘stalling’? Journal of Epidemiology and Community Health, doi:10.1136/jech-2017-210401. 
 
Himmelstein D, Woolhandler S. (2016) Public health’s falling share of US health spend. American 
Journal of Public Health, 106: 56-57. 
 
HM Government. (2010). The Coalition: our programme for government. London: Cabinet Office.  
HM Government. (2012). Health and Social Care Act 2012. 
 
HM Government. (2018). Government response to the House of Lords Select Committee report on the 
long-term sustainability of the NHS and adult social care. Cm 9504.  
 
House of Commons Health Committee. (2016). Impact of the spending review on health and social 
care. 
 
House of Commons Health Committee. (2016). Public health post-2013. 
 
House of Lords Select Committee on the Long-term Sustainability of the NHS (2016). The Long-term 




Hunter, D. (2016a). Public health policy and practice: facing the future. In E. Stubbs (ed) The Health 
of the nation: averting the demise of universal healthcare. London: Civitas, pp 149-162. 
Hunter. D. (2016b). Public health: unchained or shackled? In M Exworthy, R Mannion, M Powell (eds) 
Dismantling the NHS?: evaluating the impact of health reforms. Bristol: Policy Press, pp. 191-210. 
Hunter, D., Marks, L. & Smith, K. (2010). The public health system in England. Bristol: The Policy 
Press.  
Iacobucci, G. (2014). Raiding the public health budget. BMJ, 348, g2274. 
Iacobucci, G. (2016). Public health: The frontline cuts begin. BMJ, 352, i27 
Iacobucci, G. (2018). Government dismisses call to ring fence public health budgets. BMJ, 360, k891. 
Iacobucci, G. (2019). Public health leaders slam Boris Johnson over “sin tax” review plan. BMJ 366, 
4557. 
 
Krachler N., Greer, I. (2015). When does marketisastion lead to privatisation? Profit-making in 
English health services after the 2012 Health and Social Care Act. Social Science & Medicine, 124, 
215-223.  
Laverty  A., Millett C. (2014). Smoking ban in cars will benefit disadvantaged children most. BMJ, 
348, g1720. 
Lewis, J. (1986). What price community medicine? The philosophy, practice and politics of public 
health since 1919. Brighton: Wheatsheaf Books.  
Marmot, M. (2010).  Fair society, healthy lives: the Marmot review. London: The Marmot Review. 
Masood, S., Kothari, A. and Regan, S. (2018). The use of research in public health policy: a systematic 
review. Evidence & Policy: A Journal of Research, Debate and Practice, 
https://doi.org/10.1332/174426418X15193814624487.  
May, T. (2016). Statement from the new Prime Minister Theresa May. 
https://www.gov.uk/government/speeches/statement-from-the-new-prime-minister-theresa-may  
Middleton, J. (2017). Public health in England in 2016 – the health of the public and the public health 
system: a review. British Medical Bulletin, 121: 31-46.  
NHS England. (2014). Five year forward view Leeds: NHS England.  
NHS England. (2019). The NHS long term plan Leeds: NHS England.  
Prior, L. (2003). Using documents in social research. London: Sage.  
Secretary of State for Health. (2010a). Equality and excellence: liberating the NHS. London: TSO. 
Secretary of State for Health. (2010b). Healthy lives, healthy people: our strategy for public health in 
England. London: TSO. 
Taylor-Gooby, P. & Stoker, G. (2011). The coalition programme: a new vision for Britain or politics as 
usual? The Political Quarterly, 82: 4-15. 
20 
 
Wanless (2002). Securing our future health: taking a long-term view. London: HM Treasury.  
Wanless (2004). Securing good health for the whole population. London: HM Treasury.  
Wise, J. (2018). Public health cuts are blamed for UK’s worsening child health outcomes. BMJ. 
360:k1200. 
 
  
21 
 
 
 
 
 
  
22 
 
 
 
 
 
